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DIALYSIS CLINICS

Dialysis services include those services and procedures designed to promote and maintain the
functioning of the kidney and related organs.

Limitations

Hemodialysis or peritoneal dialysis services are limited to recipients whO have a diagnosis of chronic
renal failure [End Stage Renal Disease (ESRD)]. Reimbursement will be made to any Medicare
Certified Dialysis Facility (Hospital or Freestanding) enrolled in the Medicaid Dialysis Program.
Providers will be reimbursed for the physician or facility services rendered in an inpatient or
outpatient hospital or in a freestanding dialysis clinic setting. Coverage of ESRD recipients is
limited to:

1. Services rendered by providers enrolled in the dialysis program:

2. Recipients enrolled in the program:

3. Recipients not eligible for Medicare, and

4, Services provided during the ninety-day (90) waiting period required for Medicare

eligibility determination.

Non-Covered Services

Non-covered services in the program include:

1. Services provided for acute renal failure:
2. Services not listed as separately billable in the policy manual:
3. Experimental services or procedures, or those that are not recognized by the

profession, the Department or the United States Public Health Service as universally
accepted treatment, and

4. Services provided to recipients not enrolled in the program.
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